
 Medicaid Forms   E

E Medicaid Forms 
This section contains examples of various Alabama Medicaid forms used in 
documenting medical necessity and claims processing. 

The following forms may be obtained by contacting the following: 
Form Name Contact Phone 

Certification and Documentation of 
Abortion 

Communication and Health 
Promotion 

(334) 353-4099 

Check Refund Form EDS Provider Assistance 
Center 

(800) 688-7989 

Dental Prior Authorization Form Dental Program  (800) 688-7989 
Hysterectomy Consent Form Communication and Health 

Promotion 
(334) 353-4099 

Medicaid Adjustment Request 
Form 

EDS Provider Assistance 
Center 

(800) 688-7989 

Patient Status Notification (Form 
199) 

Long Term Care Division (334) 242-5684 

Prior Authorization Form EDS Provider Assistance 
Center 

(800) 688-7989 

Sterilization Consent Form Communication and Health 
Promotion 

(334) 353-4099 

Family Planning Services Consent 
Form 

Communication and Health 
Promotion 

(334) 353-4099 

Prior Authorization Request Pharmacy Management (334) 242-5050 
Early Refill DUR Override Pharmacy Management (334) 242-5050 
Growth Hormone For AIDS 
Wasting Pharmacy Management (334) 242-5050 

Growth Hormone For Children Pharmacy Management (334) 242-5050 
Adult Growth Hormone Pharmacy Management (334) 242-5050 
Maximum Unit Override Pharmacy Management (334) 242-5050 
Miscellaneous Medicaid Pharmacy 
PA Request Form 

Pharmacy Management (334) 242-5050 

EPSDT Child Health Medical 
Record 

Communication and Health 
Promotion 

(334) 353-4099 

Alabama Medicaid Agency 
Referral Form 

Communication and Health 
Promotion 

(334) 353-4099 

Residential Treatment Facility 
Model Attestation Letter 

Institutional Services Unit (334) 353-4945 

Certification of Need for Services: 
Emergency Admission to a 
Residential Treatment Facility 

Institutional Services Unit (334) 353-4945 

Certification of Need for Services: 
Non-Emergency Admission to a 
Residential Treatment Facility 

Institutional Services Unit (334) 353-4945 

Patient 1st Medical Exemption 
Request Form 

Patient 1st  Program (334) 353-5907 

Patient 1st Complaint/Grievance 
Form 

Patient 1st  Program (334) 353-5907 

Patient 1st Override Request Form Patient 1st  Program (334) 353-5907 
Request for Administrative Review 
of Outdated Medicaid Claim 

System Support Unit (334) 242-5501 
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E.2 Check Refund Form 
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E.3  Alabama Prior Review and Authorization Dental 
Request 
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E.4 Hysterectomy Consent Form 
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E.5  Medicaid Adjustment Request Form 
 
Mail to:    Adjustments 
     P. O. Box 241684 
     Montgomery, AL 36124-1684 

Section I:  Provider Pay-To Information  Section II:  Paid Claims Information 
      (Please enter data from your remittance advice) 
 
NPI Number: _____________________  ICN Number: ________________________ 
Provider Name: ______________________ Recipient Number:_____________________ 
Address: __________________________ Recipient Name:______________________ 
     __________________________ Date(s) of Service:_____________________ 
      Billed Amount:________________________ 
      Paid Amount:_________________________ 
 

Section III: 
 
Reason for Recoupment  
      
_____Duplicate payment.                                   _____Primary insurance payment received 
_____Claim billed in error.                                   _____Provider to rebill.        
_____Recoup/delete line item____.            _____Medicare paid primary.  
_____Billed under wrong Recipient.             Other___________________________  
                   ________________________________ 
 
                   -or- 
Reason for Adjustment 
 
_____Change the number of units from ____ to ____ for procedure code____________. 
_____Change the procedure code from ___________ to ___________ on line item________. 
_____Change the submitted charge from ____________ to _____________. 
_____Change________(place/date) of service from ________ to ________ on line item _____. 
_____Add/delete modifier on line item________. 
_____Add/adjust primary insurance payment to ________. 
_____Adjust coinsurance/deductible from ________ to ________. 
_____Change the performing/provider number from ________________ to _______________. 
_____Correct the diagnosis code from ________ to ________. 
_____Re-release claim to pay at correct liability/provider rate. 
Other _______________________________________________________________________ 
          _______________________________________________________________________ 
 
Signature____________________     Date____________     Telephone#__________________  
Revised 02-08 
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E.6 Patient Status Notification (Form 199) 
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E.7 Alabama Prior Review and Authorization Request 
Form 
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E.8 Sterilization Consent Form 
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E.9 Family Planning Services Consent Form 
 
 
Name: __________________________________ 
Medicaid Number: ________________________ 
Date of Birth: ____________________________ 
 
I give my permission to __________________________________ to provide family planning services to me. I 
understand that I will be given a physical exam that will include a pelvic (female) exam, Pap smear, tests for 
sexually transmitted diseases (STDs), tests of my blood and urine and any other tests that I might need. I have 
been told that birth control methods that I can pick from may include oral contraceptives (pills), Depo-Provera 
shots, intrauterine devices (IUDs), Norplant implant, diaphragms, foams, jellies, condoms, natural family 
planning or sterilization. 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Signature: ______________________________ Signature: ______________________________ 
Date: __________________________________ Date: __________________________________ 
 
Form 138 (Formerly MED-FP9106) 
Revised 2/99 
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E.10 Prior Authorization Request Form 
 

NOTE: 

Prior Authorization Form 369 may be downloaded from the Medicaid website at 
www.medicaid.alabama.gov.  
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E.11 Early Refill DUR Override Request Form 
 

NOTE: 

The Pharmacy Override Form 409 may be downloaded from the Medicaid website at 
www.medicaid.alabama.gov.  
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E.12 Growth Hormone for AIDS Wasting 
 

NOTE: 

PA Form- Growth Hormone-AIDS Wasting, may be downloaded from the Medicaid website at 
www.medicaid.alabama.gov.  
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E.13 Growth Hormone for Children Request Form 
 

NOTE: 

PA Form – Growth Hormone- Child may be downloaded from the Medicaid website at 
www.medicaid.alabama.gov.  
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E.14 Adult Growth Hormone Request Form 

NOTE: 

PA Form – Growth Hormone – Adult may be downloaded from the Medicaid website at 
www.medicaid.alabama.gov.  
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E.15 Maximum Unit Override 
 

NOTE: 

The Pharmacy Override Override Form 409 may be downloaded from the Medicaid website at 
www.medicaid.alabama.gov.  
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E.16 Miscellaneous Medicaid Pharmacy PA Request 
Form 

 

NOTE: 

The PA Form for Miscellaneous Drugs may be downloaded from the Medicaid website at 
www.medicaid.alabama.gov.  
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E.17 EPSDT Child Health Medical Record (4 pages) 
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E.18 Alabama Medicaid Agency Referral Form 
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E.19 Residential Treatment Facility Model Attestation 
Letter 
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E.20 Certification of Need for Services: Emergency 
Admission to a Residential Treatment Facility  

 
Certification of Need for Services: 

Emergency Admission to a 
Residential Treatment Facility 

 
This form is required for Medicaid recipients under age 21 who are admitted to an Alabama 

residential treatment facility (RTF) on an emergency basis or for individuals who become 
eligible for Medicaid after admission to the RTF.  The interdisciplinary team shall complete and 
sign this form within 14 days of the emergency admission.  This form shall be completed on or 
before the date of the application for Medicaid coverage for individuals who become eligible 

after admission.  This form shall be filed in the recipient’s medical record upon completion to 
verify compliance with the requirements in the Medicaid Administrative Code Rule 560-X-41-

.13. 
 

 
_____________________________________________________________________________________________ 
Recipient Name       Recipient Medicaid Number 
 
 
_____________________________________________________________________________________________ 
Date of Birth              Race                      Sex   County of Residence 
 
_____________________________________________________________________________________________ 
Facility Name and Address          Admission Date 
 
 

 

INTERDISCIPLINARY TEAM CERTIFICATION: 

1. Ambulatory care resources available in the community do not meet the treatment needs 
of this recipient. 

2. Proper treatment of the recipient’s psychiatric condition requires services on an 
inpatient basis under the direction of a physician. 

3. The services can reasonably be expected to improve the recipient’s condition or prevent 
further regression so that the services will no longer be needed. 

 
_____________________________________________________________________________________________________ 
Printed Name of Physician Team Member   Signature     Date 
 
_____________________________________________________________________________________________________ 
Printed Name of Other Team Member   Signature    Date 
 
 
_____________________________________________________________________________________________________ 
Printed Name of Other Team Member   Signature    Date 
 
 
Form  371                 Revised 10/01/01 
 
 
This form can be downloaded from the Alabama Medicaid Agency website:  www.medicaid.alabama.gov   
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E.21 Certification of Need for Services: Non-
Emergency Admission to a Residential Treatment 
Facility 
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E.22 Patient 1st Medical Exemption Request Form 
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E.23 PATIENT 1st Complaint/Grievance Form   
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E.24 PATIENT 1ST Override Request Form 
 

 

Replaced Form 
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E.25 Request for Administrative Review of Outdated Medicaid  
Claim 

 

 
 

This form may be downloaded from the Medicaid website at: www.medicaid.alabama.gov 
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E.26 Prior Authorization Request Form for Durable Medical 
Equipment 
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